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Accident Neurosis 
Post Casum Homo Sapiens Triste Est 


In delivering the Milroy lectures before the Royal College of Physicians 
of London in February this year, Dr. Henry Miller’ drew attention 
very trenchantly to the significant factors influencing the incidence and the 
pattern of accident neurosis. 

He prefers this term to describe a syndrome of certain functional nervous 
disorders following injury, however trivial, because traumatic neurosis is 
inappropriate (since the syndrome may arise independently of any physical 
injury); and compensation neurosis (while a strong claimant) prejudges the 
issue of aetiology. 

Usually the complaints arise weeks or even months after the injury. 
Typically they comprise headaches, exertional or postural dizziness, irrita- 
bility, inability to concentrate, nervousness, loss of appetite, restlessness, 
insomnia (of the psychoneurotic pattern), restless sleep, nightmares, self- 
pity, disgruntlement, etc. Organic signs are infrequent, with gross over- 
dramatization of symptoms, an absolute conviction of unfitness for work 
and an absolute refusal to admit any degree of improvement (when this is 
what reasonably could have been anticipated). 

The syndrome may also be grafted on to genuine signs and symptoms 
following a head injury, thus rendering very complex indeed the evaluation 
of the subject’s psychiatric disability. 

Dr. Miller’s personal experience in this field is based on the examination 
of some 4,000 patients for medico-legal assessment after accidents during 
12 years of consultant practice. His views on neurosis following head injury 
are based more particularly on an analysis of 200 consecutive cases of head 
injury referred for medico-legal examination between 1955 and 1957. The 
average interval between injury and first examination was 14 months and, 


1. Miller, H. (1961): Brit. Med. J., 1, 919, 992. 
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from the material reviewed, 47 cases emerged with ‘indubitably psycho- 
neurotic complaints.’ 
Dr. Miller concludes, inter alia, that: 5 
i. Psychoneurotic complaints were twice as common after industrial as 
after road accidents. 


ii. They were more than twice as common in men as in women. 

iil. Accident neurosis was not encountered in children. 

iv. In adults age is unimportant in influencing the development of 
neurosis. 

v. There is an inverse relationship between accident neurosis and the 
severity of the injury, trivial injuries resulting in gross psychoneurosis. In 
severe injuries (e.g. compound fracture of the skull) only 2 of 25 patients 
developed symptoms. One of these was a life-long hypochondriac and the 
other developed a gross hysterical reaction complicating organic deteriora- 
tion of personality and intellect as a result of the brain injury. 

Neurosis may thus develop ‘ without any injury at all, it is comparatively 
uncommon where injury has been severe, and it is characteristically a com- 
plication of minor or trivial injury.’ 

vi. There is an inverse relationship between gross psychoneurosis and the 
duration of unconsciousness, the incidence being 42% in patients who were 
never unconscious and only 14% in patients who had been unconscious. 
When post-traumatic amnesia lasted less than 15 minutes, the incidence was 
37%; when it was more than this, the incidence dropped to 10%. Of 48 
patients with a post-traumatic amnesia of over 72 hours, only 3 showed 
residual psychoneurosis. (One was a mental defective, one was the life-long 
hypochondriac, and the third had a long pre-accident history of recurrent 
psychiatric disability). 

vii. Social status influenced the result. In unskilled and semi-skilled 
workers the incidence of neurosis was twice the average. The condition 
was distinctly rare (but certainly not absent) among professional or mana- 
gerial patients. 

viii. There was an absence of any evidence whatever of predisposition to 
neurosis in over half the psychiatrically disabled patients. 

ix. All but the most severe head injuries caused less occupational disable- 
ment than did accident neurosis. 

x. Post-traumatic neurosis rarely follows injuries on the sports field or in 
other neutral circumstances where the question of compensation does not 
arise. 

xi. Persistence and psychoneurotic elaboration of the post-concussional 
syndrome was inversely related to the severity of the brain injury. 

xii. The most consistent clinical feature was the subject's 
‘unshakable conviction of unfitness for work ... The equanimity with which these 
patients will accept the tedium of months or even years of idleness, apparently 
unmitigated by any pleasurable diversion, is remarkable.’ 
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Editorial 


In a sense, the ‘can’t work’ is really a ‘ won't work’. 

The position may be further bedevilled by such techniques as air ence- 
phalography, with the sometimes all too ready diagnosis of cerebral atrophy, 
in the presence of normal ventricles and dubious, highly subjective, non- 
quantitative ‘impressions’ of widened sulci on the surface of the brain, with 
a total disregard of the facts of anatomical variation and the physiological 
influence of age on these appearances. 

xiii. There was an 
‘absolute failure to respond to therapy until the compensation issue was settled, after 
which nearly all the cases described recovered completely without treatment.’ 

This observation emphasizes the futility of any attempt to make a just 
assessment of the plaintiff's disability before litigation is disposed of. 

In a series of 50 unselected cases followed up by Dr. Miller only 2 were 
disabled psychiatrically 2 years after settlement. This demonstrates that 
laboured treatment is useless and unnecessary and can be avoided by firm 
medical handling. Prophylactic success can be expected by intelligent anti- 
cipation of the pattern of events. 

Dr. Miller is sceptical about psychiatric conjectures which do not concede 
a link between the nervous disorder and the prospect of compensation which 
is implicit in the facts of the case. 

‘Such an attitude may owe something to that addiction to obliquity of thought 
which is an occupational risk of the psychiatrist’s calling, but probably more to a 
natural reluctance of the mind trained in recognizing deeper motives to the acceptance 


of a psychopathology so superficial and banal, however ‘cogently sustained by the 
natural history of the syndrome.” 

There is certainly room for the suggestion endorsed editorially in the 
British Medical Journal’ that many cases 
‘could be nipped in the bud if early on the patient was weaned away from his 
impending neurosis by a physician who had the courage of his convictions. The 
worst thing the doctor can do in such cases is passively to accept the patient's 
exaggerations: it is best to make it clear in the early stages that complications are 
not expected . . . both the general physician and the orthopaedic surgeon would find 
it advisable to refer a patient to the psychiatrist as soon as possible when this state 
appears to be developing, for it is clear that a definite statement that his symptoms 
are or are not attributable to the effects of physical injury plays a major part in the 
patient’s recovery.’ 


The spectrum of symptoms in accident neurosis embraces a range of 
features from gross conversion hysteria to frank malingering. In the context 
of the capitalist Welfare State Dr. Miller regards the syndrome not as ‘a 
result of the accident but a concomitant of the compensation situation and 
a manifestation of the hope of financial gain. The condition is not encoun- 
tered where this hope does not exist or where it has been finally satisfied or 
dissipated.’ If this is the position in para-Atlantic Welfare States behind 
what we may call the Nylon Curtain, it would make for an interesting com- 


2. Miller, H. (1961): Brit Med. J., 1, 994. 
3. Editorial (1961): Accident Neurosis, Brit. Med. J., 1, 1018. 
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parative study to inspect comparable situations behind the Iron Curtain, an 
approach which may yield valuable and fruitful information about the 
etiology of the condition. Dr. Miller hints that accident neurosis 
‘is probably a less conspicuous and ubiquitous problem in Eastern than ‘in Western 
Europe. But he would be a bold man who ascribed any such apparent reduction in 
incidence to a change in ethos, rather than to the deliberate formulation of adminis- 
trative policies which have rendered the disorder unprofitable and therefore without 
purpose.’ 

The subject is certainly an apt one for further controlled inquiry, parti- 
cularly in a multi-racial community such as exists in South Africa, where 
study of the incidence of the condition in different racial and occupational 


groups may be very revealing indeed. 
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Voluntary Mercy Deaths 
Socio-Legal Aspects of Euthanasia 


Arthur A. Levisohn,* BS., L.L.B., M.D.t 
Chicago 


Is it ever morally right to take the life of an innocent human being and 
should the law be modified so as to make killing not murder in certain 
circumstances? 

This article concerns voluntary euthanasia and the need for legislation 
with regard to it. It is perhaps a repugnant subject; but if we think of it 
in terms of a civilized effort to preserve human dignity in the face of the 
advancements made in medicine, it ceases to be ugly. Furhermore, a true 
knowledge of the facts concerning the problem will, in my opinion, justify 
mercy killing and the necessary legal sanctions for its use. 

By voluntary euthanasia I mean, not the arbitrary disposal by the deter- 
mination of others, of deformed infants or of mental deficients, or of the 
senile, but solely the privilege, where volition is possible, of an adult 
individual to have his life ended at his own request, under prescribed con- 
ditions and by painless means, in order that he may avoid useless, unendur- 
able and prolonged suffering, or a slow agonizing death, in the course of 
an incurable disease. This represents a choice not between life and death, 
but between a tortured, hideous death and a painless, dignified one. Such 
a choice in today’s world of advanced medical achievements is possible only 
by the enactment of sanctions or laws which will limit the use of medical 
knowledge solely for the benefit of human welfare. 

Progress in medicine has made possible a material increase in man’s 
period of usefulness to himself and to society as well as in his general life 
span. Herein lies a dichotomy. Whereas life is lengthened, man’s period 
of usefulness is not always lengthened. Incurably ill patients who suffer 
intolerable pain are now enabled to be kept alive—or rather are prevented 
from dying—for an unpredictable period of time, and the number of such 
lingering deaths and instances of prolonged hopeless suffering is increasing. 

It is obvious, therefore, that scientific progress per se does not constitute 
social progress. For social progress there must be an ethical value applied 
to the use of the instruments of science. 


* Arthur A. Loring. 


t Professor of Medical Jurisprudence, The Chicago Medical School; 
Member of the Chicago, Illinois and American Bar Associations; 
The American Board of Legal Medicine; 

Member of the Chicago, Illinois and American Medical Associations. 
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For the purpose of this article let us accept the improvement of the con- 
ditions of human life as an appropriate norm or ethic by which social 
advancement may be measured. 


In order that society benefit by contributions made in other sciences or 
that the conditions of human life be improved as a result, there must be 
sanctions or laws which limit or control their use for the realization of 
that end. This theory does not apply, by any means, to our thermo-nuclear 
age alone. The history of civilization reveals how laws have resulted from 
society’s need and effort to meet situations which arose out of scientific 
advancement. 


For example, railroads, automobiles, marine and air transportation, gave 
rise to the need for traffic regulations, licenses, and other regulations by 
which public interest was protected. The great increase in industrialization 
which has benefited mankind materially in many ways, also created unfor- 
tunate situations by which society was harmed and which needed remedying. 
Public awareness of this led to legislation regulating employment in terms 
of hours, wages, age, compensation for injuries sustained as a result of 
hazards incident to the employment, and of accidents during employment. 
Sanitation laws had to be devised to protect public health and many, many 
more, according to the varied aspects of our culture or of our social progress. 


Today our society has no laws by which the use of the instruments of 


advanced medicine, which were designed to prolong human life, may be | 


limited so that it serve only to improve the condition of human life as it 
increases the life span, and not the useless prolongation of human suffering, 
which it is inadvertently causing in an increasing number of instances. 


This article hopes so to illuminate this problem which medical science 
has unwittingly created that an increased awareness of it will foster appro- 
priate public policy by which the pathological social situation will be 
properly remedied. 

The subject is a controversial one since it concerns life and death, which 
have religious connotations that are by their nature controversial, and 
which at the same time tend to defy rationalistic judgments. Our society 
does not encourage critical evaluations of matters it considers sacred. Yet, 
for social progress in a rapidly changing world, our views must be flexible. 
Our traditional ways of thinking must be replaced by new values or attitudes 
as social conditions change, if problems presented once made apparent, are 
to be removed. 

‘Mercy killing’ as a concept undoubtedly presents a challenge to our 
traditional religious points of view. However, it is not for this reason 
alone that the subject, in my opinion, merits more than the usual amount 
of elucidation as compared with other aspects of change in our culture. 
The condition has a great universal potential, since none of us is exempt 
from the possibility of having a painful and lingering death from an incur- 
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able disease or from the degenerative diseases which accompany an extended 
life span. At present there is an inadequate public awareness of the 
problem, since it has not beset every family as yet. However its rapidly 
increasing incidence may be considered a disgrace to our civilization if we 
allow it to continue without legal remedy. 

All physicians are confronted by the situation and they meet it as indivi- 
duals in their own way, despite the paradox created by their compassion for 
human suffering on the one hand, and their interpretation of their oath 
of Hippocrates, or their religion, on the other. But for legislative control 
we must have a new public opinion with regard to the problem which is 
based on facts and which represents the views and wishes of the greater 
number of people who are unbiased and thoroughly informed. 

I hope this article will help create such a climate of opinion out of which 
proper legislative remedies will emerge. 

Picture the position of a doctor with a patient who is suffering excruciat- 
ing and intolerable pain and for whom every avenue of treatment has been 
tried unsuccessfully and who is dying of a disease medically known to be 
incurable. The suffering can only be relieved by narcotics, the effect of 
which wearing off, requires the dosage to be so increased that the patient is 
reduced to unconsciousness. 

Is this a purely theoretical situation or is it a valid description of 
innumerable cases of such useless suffering? Dr. Joseph Fletcher in Morals 
and Medicine’ describes the suffering of Dean Jonathan Swift and may be 
quoted as a vivid description of this kind of suffering for which modern 
medicine in its efforts to increase man’s longevity is now responsible : 

“It was a death degrading to himself and to those close to him. His mind 
crumbled to pieces. It took him eight years to die, while his brain rotted. He 
read the third chapter of Job on his birthday as long as he could see: 

“And Job spake, and said, Let the day perish when I was born, and the night in 
which it was said, There is a man child conceived.” 

‘The pain in Swift's eye was so acute that it took five men to hold him down, 
to keep him from tearing out his eye with his own hands. For the last three years 
he sat and drooled. Knives had to be kept entirely out of his reach. When the end 
came, finally, his fits of convulsion lasted thirty-six hours. . .. He was demoralized, 
without a vestige of true self-possession left in him. . . . As Swift himself wrote 
to his niece fully five years before the end: 

“Tam so stupid and confounded that I cannot express the mortification I am 


under both of body and soul ”. 

It may be argued that modern medical techniques would have relieved 
his suffering without deliberately putting an end to his life. But at the 
present time there are still many cases in which medical science offers no 
remedy. A person may be dying of metastatic cancer. Even if by some 
means, at present unknown, the disease could be arrested, and a cure effected, 
toxemia would damage the vital tissues to such an extent that death would 
result anyhow, only slowly and painfully; or else under anaesthesia the 
patient would be unconscious though still just breathing. 
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There are cases of accidents where a doctor finds on his hands an uncon- 
scious patient with a fractured skull and a considerable amount of brain 
tissue destroyed. Such a patient, if he regains consciousness, can face only 
enormous misery, with death at the end of it in any event. Yet his heart 
may be beating and a period of bare biological existence may ensue—but 
can one call it life? A case is instanced by Prof. Louis Krause.’ 


He describes a patient with malignant disease of the esophagus, who had lost over 
100 lb. in weight. He had been unable to swallow anything for a long period of 
time. Everything that surgery could do had been done for him, and all other treat- 
ments, by sedatives and so on, had been given him. His life was prolonged and 
likewise his suffering. 

The same authority mentions another case. 

A youngster was severely burned. He had lost one third of the skin of his body. 
It could not be replaced. He could be kept alive for a time by repeated transfusions 
of plasma, but there must be an end to that. The supply of plasma must run out, 
and there are hazards in its use anyway. What is the doctor to do? 


Instances of this type can be multiplied endlessly. A recent case occurred 
in England. I quote the notice of it which appeared in Newsweek: 

“A fragile 80-year-old spinster, judged by her physician to be incurably ill with 
cancer, lay calmly in bed with her family gathered around. All her affairs had been 
put in order and relatives were holding a brief service at her bedside. 

“IT rely on you to see that I never wake up,” the old lady told the doctor. A few 
hours later she died.’ 

That scene which took place in the city of Leicester several years ago, 
recently precipitated a nationwide debate in Britain. It swirled around one 
key question: ‘When is a killing not killing?’ 

Dr. Maurice Millard, a 58-year-old general practitioner, whose father 
founded the British Euthanasia Society, had told a Rotary meeting: ‘To 
keep her from pain . . . I gave her an injection to make her sleep.’ Fleet 
Street dailies promptly bannered the story as ‘a mercy killing.’ 

Surprised that his speech was reported, and ‘very upset’ at the public 
outcry, Dr. Millard explained : 

‘My intention was not deliberately to kill her outright, but to send her to sleep 
and see to it that she remained asleep until death took over.’ 

His sole object was to ‘relieve unnecessary pain.’ 

The Euthanasia Society admitted that—in the eyes of the law— mercy 
killing’ is murder. But it backed Dr. Millard by insisting that ‘every 
doctor must be guided by his own conscience.’ Many British doctors dis- 
agreed. ‘Euthanasia is only legalized murder, said one Glasgow G.P. 
Others cited the Hippocratic Oath: ‘I will give no deadly medicine to 
anyone if asked, nor suggest any such counsel.’ 

The Medical Council refused to act against Millard unless the deceased's 
family complained—and they had consented to his action. Police could 
do nothing because Millard did not say who the patient was or where and 
when she died.* (See also New York Times’). 
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This case puts the whole situation in a nutshell—the patient’s condition, 
her request for euthanasia (‘mercy killing’), the family’s consent, and the 
physician’s dilemma, arising from the fact that the law in England and in 
the United States, and in most civilized countries, considers euthanasia a 
crime. In most cases it is considered a murder. 

Even as this treatise is being written, an article appeared in Time Maga- 
zine, concerning a man living outside of London who put an end to the 
life of his 3-month-old son who was born club footed and a mongoloid 
idiot, and who (his doctor certified) would never be able to learn more 
than to ‘feed himself and to use the toilet, but who had no chance ever 
to be able to earn a living and for whom there was no cure.’ Johnson, the 
father, was found not guilty of murder, but guilty of manslaughter. The 
judge, taking mercy in his own hands, as did Johnson in killing his infant 
son, said : 

“No thinking person could feel other than the greatest sympathy for you. I 
accept that your terrible deed was done—solely to put your child out of misery. But 
you knew that you were breaking the law. I cannot pass over what you did, lest 
other people think they can do likewise.’ 

The minimum sentence under English law being 12 months’ imprison- 
ment, that was his punishment. Despite the timeliness of this occurrence 
in England, as far as this article is concerned it is not the problem of 
involuntary euthanasia which is to be discussed here but solely that of 
voluntary euthanasia, as before stated. 

Dr. Rynearson, of the Mayo Clinic, an authority on cancer, poignantly 
points up the situation in an article addressed to his fellow practitioners, 
titled: You are Standing at the Bedside of a Patient Dying of Untreatable 
Cancer’ The patient is described as 

‘ suffering excruciating pain and pleading for release, every conceivable avenue of 
treatment having been explored with total failure.’ ‘There are so many instances, 
in my opinion, he adds, ‘in which patients in such a situation are kept alive 
indefinitely by means of tubes inserted into their stomachs, or into their veins, or 
into their bladders, or into their rectums—and the whole sad scene is encompassed 
within a cocoon of oxygen which is the next thing to a shroud, . . . now we can 
keep people suffering for an indeterminate number of months. ... We all know of 
many instances in which persons have been kept alive for years in a near decerebrate 
state after massive damage to the brain, caused by a stroke, an injury or infection.’ 

He states that almost never in his experience have the relatives wished 
to have their loved one maintained indefinitely in ‘a tragic interlude of 
more and more suffering’; and that the type of patient described who has 
a full understanding of the factors involved, in most instances is asking for 
relief of pain, not the prolongation of distress. He adds that even ecclesias- 
tical authorities do not demand so called ‘heroic measures. Who then 
requests these measures be used? 


“Is it the patient’s church? So far as I know, there have been no voices represen- 
tative of the Roman Catholic or Greek Orthodox churches or of the Jewish or 
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Protestant faiths to suggest that physicians should try extraordinary means to keep 
life going where every process of the body is bent toward destruction.’ 

He refers to an encyclical issued by Pope Pius XII, which stated the 
official position of the Church as 


“not requiring the physician to use extraordinary means when only certain death 
and suffering lie ahead.’ 


Dr. Rynearson quotes Father Kelly, in Preserving Life, as representative of 
the standpoint of the Roman Catholic Church in answer to the physicians’ 
question 

‘How much does God demand that 1 do in order to preserve this life which 
belongs to God and of which I am only the steward? 

“The physician is obliged to use ordinary means; as for extraordinary means, 
he may use them if he wishes, but he is not obliged to do so.’ 


Father Kelly adds that when a doctor and his consultants agree that a 
patient's condition is incurable, the decision concerning further treatment 
should be in terms of the patients’ wishes—' expressed or implied.’ Where 
the relatives of the patient decide, they do so not in their own name, but 
rather as representing the patient making the determination as to what he 
would want done under the circumstances. Where other means for decision 
are lacking he suggests the doctor apply the golden rule: ‘What would he 
want if he were in the patient's condition?’ To this he adds that the 
doctor should feel free in conscience ‘to use or not use all known measures 
(according to circumstances),’ since professional standards of conscientious 
physicians vary somewhat regarding the use of all measures for sustaining 
life. 

Dr. Rynearson emphasizes that in instances where neither the patient, 
his relatives, nor even his spiritual adviser demand that his life, and with 
it his suffering, be prolonged, it is only the doctor himself who is guilty 
of this act of unkindness in interpreting his role as physician while giving 
no consideration to the patient. His final contention is that in the circum- 
stances he so vividly describes, physicians should do all in their power to 
alleviate the patient's suffering, but should make no effort, medically or 
surgically, to prolong his life. It is his belief that most physicians, who 
find themselves in this situation, do not ask for anything more for their 
patients than kindness and comfort, and that they are likely to oppose 
“heroic measures.’ He concludes with the question: ‘What would you do 
if this occurred in your own family?’ 

In answer he states that a case actually did occur in his immediate family, 
and he made certain that the patient suffered as little as possible until she 
was released by death. 

Dr. Rynearson presents this problem as one to be met by the individual 
physician. He sharply distinguishes it from a plea for euthanasia, by which 
term he means the deliberate shortening of life in specific instances, or 
when it concerns ‘a patient in whom there is any question as to the 
diagnosis.’ 
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He advocates that nothing should be done to prolong life in instances 
where the patient is almost in extremis, when his state has been established 
beyond any doubt, for the physician and his associates in unanimous agree- 
ment. Despite all the impressive ministrations science can provide, he is 
still dying and he is still suffering. There is no other treatment to apply 
now, for there is no treatment for death. And may I add that in my 
opinion, many of the so called extraordinary measures are not often 
indicated. 

Opponents of euthanasia hold out the hope that the advance of medical 
science will render euthanasia unnecessary, by relieving pain and curing 
diseases at present incurable. Euthanasists would welcome such a solution 
of the problem but the fact that, in some indefinite future, cases appropriate 
for euthanasia may cease to occur does not help unfortunate victims at 
present. Moreover, medical progress still not only causes the horrors above 
described, but increases their incidence since, by lengthening the general 
span of life, the number of elderly persons in the population is increased, 
and in them degenerative diseases including cancer are known to be more 
likely to occur; while illnesses which once cut off the ageing process before 
senility was reached now respond to medical treatment. For example, 
pneumonia, once called ‘the old man’s friend,’ is now largely conquered by 
antibiotics. This implies not only an increase in the number of cases of 
prolonged suffering, but also in the number of disoriented, drooling, incon- 
tinent, useless and unhappy old people who are now relegated to institutions 
whose function in regard to them is merely custodial. 


Advocates of euthanasia, however, are not actuated by any desire to 
reduce society's burden of maintaining chronic and ‘useless’ invalids, al- 
though in Germany there is a current of opinion which favors their 
elimination because they are an expense to the tax-payer.’ Martin Luther 
is said to have favored a similar idea. Karl Binding suggested the destruc- 
tion of institutionalized idiots by state action to relieve society of the 
burden of maintaining them. Whatever may be said of this proposal, it 
obviously has nothing to do with killing for the purpose of relieving a 
patient of useless and hopeless suffering. The motive is totally different. 
Prior to the Hitler regime the elimination of the unfit had been advocated.’ 
Hitler explicitly rejected mercy killing for the benefit of the patient, as 
based on an individualistic social attitude.’ In post-Nazi Germany this has 
been repudiated. It has been condemned as ‘killing’ in the service of a 
cynical utilitarianism rather than as ‘assistance rendered to the incurably 


It is very doubtful if such a purely economic motive, even subconsciously, 
influences the euthanasia movements in other countries. We find no sug- 
gestion of it in the quite extensive literature digested in the preparation 
of this article. Hitler carried this idea to monstrous, even fantastic extremes. 
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He made no pretense that he was influenced by any consideration for the 
patients.” 

Dr. Maximillian Koessler, attorney for the War Crimes Group of the 
U.S. Army, says that in the summer of 1940, the aged, the insane, and the 
incurably ill were put to death because, in Hitler's words, they were ‘ useless 
eaters.’ Their relatives were informed that they had died from natural 
causes. He estimates that some 275,000 people were killed in this manner 
in nursing homes, asylums and hospitals under the jurisdiction of Nazi 
Minister of the Interior Frick. Dr. Koessler states that the victims were 
kept unaware of their fate, that gas chambers were camouflaged as shower 
rooms, and that a few minutes after the gas had been let into the chamber 
they lapsed into sleep without ever being conscious of the dying process. 
At a later period death was induced by injections or medications. In 
Hadamar, between August 1942 and June 1944, some 3,000 to 3,500 per- 
sons were thus killed. They are stated to have been mentally sick people, 
but at least one defendant, Dr. Wahlmann, a physician at Hadamar, admitted 
at the trial that there was doubt as to the correctness of the diagnosis of 
incurability in all cases 

In the United States, and in Western countries generally, there is no 
doubt that if the existing common law were rigidly carried out, euthanasia, 
even in its mildest and most merciful phases, would constitute the crime 
of murder, and where it has become a subject of statutory enactment, matters 
are not much improved, if at all, from a euthanasist’s point of view. This 
fact is so well known and so widely recognized that there seems not much 
need to dwell upon it; but attention may be drawn to a most complete 
legal analysis of the subject by Charles E. Orth, a former Assistant State's 
Attorney of Baltimore.” As a lawyer he maintains that euthanasia con- 
stitutes murder in the first degree, and cites numerous cases. He suggests 
an hypothetical case : 


Miss A’s brother has been in great pain for a long time and medical science cannot 
alleviate it. Diagnosis and prognosis of all doctors indicates he has an incurable 
disease, and that he will eventually die after great suffering. He begs his sister to 
kill him. Motivated only by love for her brother she places by his bedside an over- 
dose of a narcotic. She watches while he takes it and he dies. Assuming the facts 
can be proved, she is guilty of murder in the first degree, and upon conviction she 
should, under the code of Maryland," suffer death or confinement for the period of 
her natural life. 

The general principles of the law are pretty much the same everywhere, 
and Mr. Orth sets them forth as follows: 

If a killing is done by an act designed to take human life it is felonious homicide. 
Felonious homicide is divided into murder and manslaughter. If it is done with 
“malice aforethought,’ it is murder; otherwise it is manslaughter. Legal ‘ malice’ 
includes not only anger, hatred or revenge, but every other unlawful motive. _IIl-will 
has nothing to do with it. ‘An actual deliberate intention to take the life of 
another, or do him great bodily harm from which death might probably result, 


constitutes malice.’* ‘... malice denotes intent to take life without /egal justification 
or excuse.”® 
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The legal language has meanings which are not identical with such terms 
when ordinarily used. ‘ Wilful’ means that there must be a specific purpose 
and design to kill, and ‘deliberate’ means that the design must precede 
the killing by an appreciable length of time. Thus, if one, on a sudden 
impulse, were to kill a suffering patient, although in common parlance the 
action might be called both wilful and deliberate, it would not be so in law. 
But if he hesitates a moment and then continues his course of action, he 
is, in law, guilty of a wilful and deliberate crime, which in most juris- 
dictions is wilful murder however benign his motives may be. 

It may be seen how very technical the law is from the fact that, as stated 
by Mr. Orth, if Miss A. had left the room and her brother had then taken 
the poison, she could in all probability have only been held as an accessory 
before the fact. Then, since the principal was dead and therefore could 
not be convicted, she could not have been convicted either. The accessory 
cannot be convicted without the prior conviction of the principal. On the 
other hand, it might just as likely be that she was also a principal, and 
that in that case she would be guilty! 

In the symposium it was argued that, even if Miss A. did hasten her 
brother's death, such an act was different from the felonious one of killing 
someone who is in good health and in no danger of dying in the immediate 
future. The strictly legal answer is that since death is inevitable for all, the 
time element with regard to life expectancy is unimportant, provided 
that action shortens the life of the patient.” 

It is true that there are cases in which courts and juries show a dis- 
position to take a lenient view of mercy killing. One leading authority 
states : 

“When the act which immediately precedes death is meritorious in character, 
prosecuting officers will hardly make it a foundation for criminal prosecution.” 

Mr. Orth, however, will have none of this. He points out that prosecut- 
ing officers have in the past made such acts the foundation for criminal 
prosecution, and they must prosecute if they are to carry out their sworn 
duty.” He admits, however, that in his own State of Maryland where, 
contrary to the general rule, juries are judges of the law as well as of the 
facts, there was at least one case in which they had changed the law, but 
he considers it would be patently absurd to rely upon it, because one can 
never be sure what the next jury will do. 

It is sometimes contended that while the doing of any positive act which 
would shorten or end life may be a criminal offense, the mere omission 
of an act intended to lengthen it is not an offense. But again Mr. Orth 
disagrees. According to him, and we cannot see that he is wrong from a 
strictly legal point of view, the law states that if there is a duty to act, 
an omission to act is the same as an act. Thus, for example, the discon- 
tinuance of transfusions where a patient has aplasmic anaemia, the doctor 
knowing that such discontinuance would cause death, makes him guilty of 
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murder in the first degree, because he is under contract with his patient 
to do all he can to prolong his life.” On the other hand, if a person sees 
a man drowning he is under no legal duty to throw him a life preserver 
though he may have one in his hand, because he is under no contract 
to do anything for the drowning man. (In spite of this, however, .it is 
interesting to notice that there are few prosecutions of Christian Science 
practitioners). 

There is no doubt that, in spite of whatever the law may be, it is often 
weakened or circumvented in practice. In some cases where euthanasia 
is known to have taken place, nothing is done about it. In other cases 
the jury will refuse to convict. The well known New Hampshire case 
of State v. Sander exemplifies this. In the trial courte Dr. Herman N. Sander 
was acquitted by the jury on the ground that there was not sufficient proof 
of causation, though he stated that he had injected 40 cc. of air into a 
vein in the arm of his cancer-ridden patient, and that she expired in 10 
minutes. The trial lasted from 20 February to 9 March 1950. The jury 
found the patient had died before the injection of the air into her vein.” 
But though he was acquitted by the court, the New Hampshire Medical 
Society disapproved and condemned any process for relieving suffering by 
the deliberate termination of life. The Notre Dame Hospital, of Man- 
chester, N.H., and the Sacred Heart Hospital banned him from practicing 
on their staffs. The New Hampshire Board of Registration revoked his 
license. Later he was dropped from the staff of the Elliot Hospital, Man- 
chester, N.H., and of the Hillsborough County General Hospital, Graemere, 
N.H. The American Academy of General Practice and the Hillsborough 
County Medical Society also dropped him from membership. 

There are many cases, however, where medical practitioners openly admit 
euthanasia, and nothing seems to happen to them; and when the act is 
committed by lay people they often are treated more or less leniently. For 
this information one has to rely on newspaper reports because, when a 
charge of murder is not sustained in the trial court it is not taken up to 
the higher court, and therefore it does not appear in the legal reports. 

The Carol Paget case is a widely reported example of this.” 

Miss Paget was a college girl in Connecticut who was charged with killing her 
hospitalized father, who was fatally ill with cancer. She was acquitted on the ground 
of temporary insanity. Conviction of second degree murder in Connecticut carries 
with it a mandatory life sentence. 

In Michigan another much publicized case of the kind occurred.” 

Eugene Bransdorf, a symphony musician, was acquitted on the ground of insanity 
for the mercy killing of his crippled adult daughter who had required hospitalization 
all her life. 

But Harold Mohr, in Pennsylvania, was not so fortunate.” 

Mohr was convicted of the voluntary manslaughter of his blind and cancer-stricken 
brother, at the latter's urgent and repeated request. He pleaded temporary insanity, 
but in vain. He was sentenced to from 3 to 6 years’ imprisonment and a $500.00 
fine. The sentence was lenient because of the jury’s recommendation for mercy. In 
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passing sentence the judge remarked that the accused had acted as a martyr and 
must suffer punishment as the price for martyrdom! 

Cases where relatives are driven to attempt mercy killing with tragic 
consequences are probably far more frequent than is generally realized. For 
example : * 


Nell Gerst was bedridden for 13 years with the progressive palsy of Parkinson's 
Disease. All those years her husband had bathed and cared for her and had per- 
formed the household duties. Then at 80 he was told that his heart was failing 
and he must reduce his activity. The long illness had exhausted his savings and he 
saw no solution to his problems. One day as he was shaving with a straight razor, 
his wife said to him: ‘ You could kill me with that. Why don’t you?’ He slashed 
both their throats, but only the wife died. 

George Hope, 90, had been urged to put his wife in an institution. She had been 
sick and suffering for 9 years and dreaded the separation. She said, ‘George, I am 
suffering. Please shoot me and shoot yourself. You are half blind and deaf.’ He 
shot her. His trembling hand dropped the gun and a neighbor came before he could 
kill himself. 


The latest case of prolonged useless suffering to come to the attention 
of the writer is that of Dr. Emil H. Grubbe. 


Dr. Grubbe was a medical practitioner, and at 84 years of age, while awaiting his 
92nd operation, at Swedish Covenant Hospital, Chicago, he was interviewed by Lois 
Wille, a reporter of the Chicago Daily News.“ Dr. Grubbe was one of the pioneers 
in the application of X-rays for the treatment of cancer. Before this, in 1895, he 
was working as a physicist, using Crookes’s tubes. It was not known at that time that 
such tubes emitted X-rays. The discovery was made a few weeks later by the famous 
Wilhelm Roentgen. Dr. Grubbe began to protect himself against the effects, but 
the damage was already done, and skin cancer developed. That was 60 years ago, 
and during that time Dr. Grubbe has instructed thousands of doctors in the use of 
X-rays which, when handled with proper technique, are now an accepted means of 
treating cancer. But while his work has brought relief to thousands of cancer 
sufferers, and while he has made permanent contributions to medical science which 
will benefit mankind long after his death, he definitely stated that even the satis- 
faction of having accomplished so much is no compensation for his ‘ years of pain, 
misery and handicap.’ He would not do it again, he said. He had lost a large part 
of his jaw, his upper lip, most of his nose, and his left hand, and he gave the inter- 
view, to which reference is made above, two days before he was due for his 92nd 
operation, in which he lost 2 fingers from his right hand, and had a growth as big 
as a golf ball cut out from under his right arm. 

He was divorced in 1910. ‘I have to live alone,’ he says. ‘If I lived with anyone 
else, I'd make them nervous. Who could put up with these handicaps?’ 

Had his suffering tended to improve him from a moral or spiritual point of view? 
Are the opponents of euthanasia doing any service to religion? The testimony of 
Dr. Grubbe would not seem to support that view. 

‘I used to be very religious,’ he told his interviewer. ‘But after my pain and 
misery and handicap, I know I am evidence to disprove religion . . . and the existence 
of God. How can I believe in a just merciful and loving God? I get thousands 
of letters from former patients and friends who say they are praying for me. But 
not one of these prayers has been answered. The pain does not get any better.’ At 
his funeral, the Pastor who delivered the eulogy, Reverend Alfred J. Johnson said: 

‘We honor a man who followed in the footsteps of the Master, although he may 
not have known it.’ 
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And yet his suffering forced him to doubt his religion! However, so far as is 
known from this published interview Dr. Grubbe expressed no views with regard to 
euthanasia or its application in his case. 


The doctor who is faced with a case in which euthanasia might be 
justified is in a great dilemma. A strict interpretation of his Hippocratic 
Oath would forbid his doing what his conscience may tell him he ought 
to do. If he puts an end to his patient's suffering, or it he fails to apply 
every known medical measure to prolong his patient's life and his suffering, 
he is guilty of murder, as has been described; and even if he escapes legal 
punishment, he knows he runs the risk of the disgrace and the calamity 
of the punishment which befell Dr. Sander. Despite the ambivalence 
involved, many doctors are guilty of murder today, at least to the extent 
that they fail to administer every known medical means to prolong life 
in specific instances. 

This hypothesis was borne out by a questionaire which I sent to 250 
Chicago internists and surgeons and to which 156 replied. In answer to 
question #9: ‘Do you think that in the case of incurable adult sufferers, 
physicians are strongly tempted to practice euthanasia?’ and to question 
#10: ‘In your opinion do physicians actually practice euthanasia in instances 
of incurable adult sufferers?’ 61% agreed that physicians actually practiced 
it, if not in the affirmative then in the negative, or in terms of the omission 
to use every known medical measure to sustain life. For example, in reply 
to question #9, one physician added the following: ‘Is letting a patient 
die for lack of a life sustaining hormone or antibiotic, euthanasia?’ 

Another doctor, who did not believe that euthanasia should be legalized, 
in answer to question #11 (‘Would you be in favor of legalizing volun- 
tary euthanasia in extreme cases of incurable adult suffering?’) said: 


“were such a practice legalized it would afford an opportunity to abuse the legalized 
action. While I do not feel favorable toward positive euthanasia, that is to apply 
methods to hasten a demise, I do feel that a negative euthanasia is acceptable. That 
is that in those cases where there is an incurable adult suffering—that the physician 
not continue with such supportive measures as intravenous feedings, blood trans- 
fusions, etc. and thereby prolong the suffering, but merely use medications for relief 
of pain and let the patient’s demise proceed naturally.’ 


That is what Dr. Millard thought—and did, until, as he said, ‘death took 
over’ and he was punished. 

However, despite the large number of doctors who believed that doctors 
practiced mercy killing (in the negative or in the positive) a vast majority 
—72% of those replying answered ‘no’ to question #11 stated above 
(Should it be legalized?). The poll did not attempt to determine the 
reasons for this. One may assume that the doctor's traditional interpreta- 
tion of his Hippocratic Oath, with or without religious proscriptions con- 
cerning the ‘ taking of a life,’ influenced their point of view. However, it 
merits further investigation. Yet we have shown that the practice of 
euthanasia by doctors today exists and represents a private decision between 
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the physician and his personal God; and it is one which he is forced to 
make frequently. 

In conversation with a psychiatrist, now retired from the staff of the 
institution where the incident occurred, I was told of the following case: 

A youth in his teens had been severely mentally deficient all his life; there was no 
prospect of cure. He contracted pneumonia, which illness became acute. A member 
of the hospital staff was preparing to administer oxygen, without which the patient 
would die. The superintendent ordered him not to do so, and the patient died. 

Unquestionably that was the intended result. Notwithstanding the legal 
opinion stated above, there are those who contend that mere omission 
to do something to prolong life is not unlawful. It is obvious that, for 
this reason alone, legislation is needed so that the doctor may know where 
he stands. He should not have to make his decision on his own, ‘ in his 
own secret heart, without consulting with his medical colleagues, with the 
family, or with the patient. If he consults with anyone, how can he be 
sure he will escape punishment by law, by his professional colleagues, or 
by both? By indiscretion or by malice, a nurse, a hospital intern, or a 
relative may make the matter known. If so, it is not certain the prosecuting 
authorities will take action, but they may do so. In England any private 
citizen, as well as any relative, may undertake a prosecution. In the 
United States anybody may lay an information before the public prosecutor. 
It is the sworn duty of the prosecutor to carry out the law, and anyone 
may bring pressure to bear upon him to institute proceedings. 

It is true that it is difficult to prove the case against a doctor. There 
is the question of what is a ‘lawful’ dose. The dose which may give relief 
without fatal consequences in one case, may have a lethal effect in other 
cases, and the doctor can only be punished for what he does intentionally, 
not for lack of judgment in giving, or prescribing, an overdose which may 
be fatal. It is lawful to put a patient to sleep so that he will be in a 
stupor until death occurs, as Dr. Maurice Millard declares he did. But 
who can tell whether by this means life was, or was not, shortened, even 
if the mere continuance of the vital function of breathing is called life? 

Apart from such considerations, the probability of a doctor suffering 
the extreme penalty is probably nil. There is the reluctance of public 
prosecutors; the tendency of juries to find some excuse for not convicting, 
and sometimes their refusal to convict in spite of the evidence and of the 
judge’s direction; and lastly there is the practical certainty of executive 
clemency. The public outcry against the literal carrying out of the law 
would almost compel the most literal-minded Governor to use his pre- 
rogative of mercy. 

But is there any sense in the doctor having to face these appalling possi- 
bilities? It is not preferable that euthanasia be practiced openly and with 
proper safeguards, instead of leaving the momentous decision to the indivi- 
dual practitioner? 
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In an effort to solve this problem a committee of nearly 2,000 New York 
doctors drew up a bill to legalize euthanasia, urging that such ‘ mercy 
killing’ be brought out into the open and safeguarded against abuse, rather 
than that it continue to be practised illegally and without supervision or 
regulation. Dr. Abraham L. Wolbarst, spokesman for the bill, held : 

‘It was a denial of a physician’s solemn obligation to relieve suffering and was 
contrary to his Hippocratic Oath, if he withheld euthanasia against the expressed will 
of the sufferers.” 

Such proposed legislation to legalize ‘mercy killing’ failed not only to 
pass in New York State, but also in Great Britain and recently in Connecti- 
cut. However, such bills had many drawbacks and left much to be desired 
from an euthanasist point of view. The New York bill, for example, would 
have provided only for euthanasia for persons over 21 years of age, suffering 
from severe physical pain caused by disease for which there is no known 
remedy. It was only to be performed.after a petition had been signed by 
the patient in the presence of witnesses. Names and addresses of all 
relatives were to be given and it was to be accompanied by the attending 
physician's certificate, stating the disease from which the patient was suffer- 
ing and that the latter understood the nature and purpose of the petition. 
It was provided that the petition must then come before a judge or justice, 
who was to appoint a committee of 3, who were not opposed to the prin- 
ciple of euthanasia, and 2 of them were to be physicians. This committee 
was to examine the patient and such other persons as they deemed advisable, 
and within 5 days they were to report whether or not the patient understood 
the nature and purpose of the petition and whether the case came within 
the provisions of the bill. Upon their request the court was to grant or 
to deny the petition within 3 days. There was provision for appeal if the 
petition was denied. If the petition was granted, euthanasia was to be 
administered in the presence of the committee or of two members thereof, 
with the patient’s consent. However, no person was to be obliged in any 
circumstances to receive or administer euthanasia against his will. 

It will be seen at once that such proposed legislation is extremely limited 
in scope. It contemplates relief only to victims who are over 21, and 
promises no relief to children or to persons of unsound mind; nor is it 
contemplated that it would do anything for helpless patients such as ‘ basket 
cases’ in veterans’ hospitals who may wish for release. 

Another obvious objection to the proposed legislation is that the ‘ safe- 
guards’ constitute a barrier to the relief proposed. Practically, the agonized 
patient is required to fight a law suit in order to obtain relief. The temp- 
tation of the conscientious physician to ‘cut the red tape’ would seem 
rather strong. 

As to the arguments against euthanasia, let us first remember that its 
proponents do not suggest that it ever be applied by physicians who object 
to it on religious or other grounds; nor is it to be applied without the 
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patient’s consent or against his wish and certainly never where his religious 
scruples are against it, or in the face of family opposition. The opponents 
of euthanasia express the fear that the relatives of a given patient may wish 
euthanasia applied for selfish, not humane reasons, i.e. families in modest 
circumstances may resent the burden of caring for a helpless relative; others 
may be in a hurry to possess themselves of the estate of the suffering 
patient. Apropos of this objection, those in favor of euthanasia question 
whether in instances of well-to-do patients their physicians are not frequently 
disposed to prolong such lives as long as possible, despite the useless suffer- 
ing, in order that ‘fees for services rendered’ should not come to a halt. 
This, too, is a sordid possibility. 

However, despite the expressed objections to mercy killing mentioned 
above, the strongest objection is a religious one and applies equally to the 
three major religions in our culture, the Catholic, the Protestant, and the 
Jewish.” It relates to their interpretation of the 6th Commandment, ‘ Thou 
shalt not kill.” The case against euthanasia as stated by members of the 
medical profession is generally the same as that of the theologians, no purely 
medical reasons being adduced,” ecclesiastical thinking being in terms of 
‘Life is the gift of God and only God has the right to take it away.’ An 
instance of this attitude is that of Rabbi Israel Bettar, Chairman of the 
Special Committee of the Central Conference of Jewish Rabbis, who was 
appointed to study the question, when he referred with approval to the 
reply of the famous 2nd Century martyr, Chananiah Ben Teradion. Teradion 
was to be burned at the stake, and as the fires began to flare, his disciples 
counselled him to let the flames surge into his frame and thus put a speedy 
end to his suffering to which he replied, ‘It is best that He who hath given 
the soul should also take it away; let no man hasten his own death.” 

With reference to the 6th Commandment, ‘Thou shalt not kill,’ the 
rendering of the original Hebrew as it is interpreted in the Episcopal Book 
of Common Prayer, is ‘Thou shalt do no murder.’ This, of course, leaves 
open the question as to what constitutes murder, but is it not rational to 
believe that this Commandment was intended to control early man’s instinc- 
tive behavior as he adjusted to situations in his environment? 


God is represented in the old Testament quite frequently as commanding 
war. Even suicide is commended . . . the complete wiping out of the 
Amalekite people—' Slay both man and woman, infant and suckling, ox 
and sheep, camel and ass.” Also witches or sorcerers are commanded to 
be put to death.” 

Evidently no such wide and literal rendering as is contended, was ever 
contemplated by the biblical writer. Indeed, if the meaning were so ex- 
tended, why should not the slaughter of animals, and even of insects, be 
forbidden, as it is in Jainism and some other Oriental religions? Surely it 
is more reasonable, and more in keeping with the intention of the Judeo- 
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Christian scriptures, to limit the meaning to unlawful killing, and not to 
extend it to anything which was obviously not in the mind of the writer 
of the scripture. Even in the practice of modern medicine an exception is 
admitted to the strict rule that one must not take an innocent life. There 
are complicated obstetrical cases which require sacrifice of the fetus in 
order to save the life of the mother, since it is the physician’s duty to save 
the mother. The sacrifice of the child becomes permissible on the principle 
of the choice of evils. From a Christian point of view the argument against 
literalism is even stronger, if we are to accept the exegesis of the Apostle 
Paul." Here he briefly recounts the Commandments, and states that the 
reason underlying all Commandments is Love; and concludes that ‘Love is 
the fulfilling of the law.’ Can it be argued that it is love to let anyone 
suffer intensely and hopelessly when it would be so easily possible to send 
him into a peaceful sleep? P 

Returning to the argument that God alone has the right to take the life 
which He gave, after having admitted the many exceptions to the literal 
application of the principle, it would seem a logical conclusion that any 
interference with the Divine Will must be equally condemned. From a 
theological point of view, is it not just as much an interference with the 
Divine Will when the physician takes steps to lengthen life? And is it 
ever possible to defeat the Divine Will? Can any human being put out of 
existence anyone whom He wills should continue to live? And in spite 
of medical skill, can anyone continue to live even for a moment, after God 
has decreed his demise? A possible theological answer to these questions 
may be that God uses human instruments to accomplish his purposes. If 
love is the fulfilling of the law of God, then it is not conceivable that it 
is wrong either to lengthen life or to shorten it, when the action is dictated 
by love, and accompanied by the exercise of the skill with which the 
Almighty has endowed the physician. 


It is further argued that the Lord may keep a patient alive to give him 
time to repent of his sins or to receive the last rites of the Church. But if 
this be the divine purpose, surely no human agency can defeat it. The 
soul of the condemned criminal who has not repented, or of the enemy 
soldier, might be saved by the indefinite postponement of his death. Why 
should we not wait until he is stricken down by Divine wrath, as in the 
case of Ananias and Sapphira? What right has anyone to exercise the 
prerogative of God in the one case, but not in the other? This is sheer 
rationalization. 

Euthanasists point out that their opponents usually have no objection to 
killing, in certain circumstances. Very few of them are opposed to capital 
punishment, and they have not been particularly conspicuous in their oppo- 
sition to war. Until comparatively recent years, governments dominated 
by various religious denominations, Catholics and Protestants alike, made 
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the punishment for small thefts and other petty offences, torture and death; 
nor have such governments hesitated to go to war against each other. The 
Papal States had armies and used them against other Catholic powers. Even 
now the Vatican State has its token army. Then why, ask the euthanasists, 
are they so adamant and squeamish about a painless death administered 
mercifully for the benefit and at the behest of the sufferer? 

‘But if you do that you are putting yourself in the place of God,’ say 
the anti-euthanasists. ‘He is the giver of life and He alone has the right 
to take it away.’ It is argued that mankind, at least under prope: legal 
safeguards, has the right to protect itself against criminals and against 
foreign powers who would invade the country and take away the liberties 
of the people. It would seem also, by this argument, that a government 
has the right to invade the territories of other governments, when they 
think they have a just cause. Certainly governments have had no hesitation 
in doing so. The Crusades were justified by this argument and the Church 
which inspired these Holy Wars has never stated that it has changed its 
attitude; nor have the governments of most Protestant peoples ever taken 
the position that they would never go to war in any circumstances, or even 
that they would never engage in any but defensive wars. 

The physician who practices euthanasia, or who does so in the negative 
by denying a patient every known measure to prolong life, is guilty of 
murder under the law as it now is; and such a physician is, under strict 
law, liable to suffer death, the extreme penalty, or life imprisonment in 
jurisdictions where capital punishment is abolished by statute. The law, 
unlike the Apostle Paul, does not take into account a physician’s humane 
motives. 

The objection, however, is against shortening the life of the patient. It 
is considered right to relieve his suffering, and if he remains in a decere- 
brate state, but continues to breathe, as in the case of Dr. Millard’s patient, 
that is quite acceptable. But how can a person in such a condition repent? 
What advantage is it, from a spiritual point of view, to continue the 
biological function of breathing when the mind has ceased to function? 

But, it is argued, there is always a chance, albeit a faint one, that con- 
sciousness may return, and with it, perhaps, repentance for sin. This argu- 
ment might apply where the patient has not made his peace with God; 
but if he is a saved soul, according to the theological tenets of his particular 
faith, one ought on this ground to hasten his death, because so long as he 
lives, and has his mental powers, there is always the possibility that he 
may sin again! Here again there is a failure on the part of the opponents 
of euthanasia to see the full extent of the conclusions which follow from 
their own arguments. It is also an evidence that they would have come 
to some other very startling conclusions had their reasoning preceded their 
conclusions instead of succeeding them in order. to bolster a conclusion 
already established. 
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Another ecclesiastical argument is that the desire to escape from suffering, 
or even to relieve another from suffering, is not always laudable. Human 
souls are made perfect through suffering; and if one believes in a future 
life there will be opportunity beyond the grave for the exercise of the 
virtues developed through suffering on earth. (This argument leaves out 
of consideration the opinions of the quite considerable number of people 
who do not believe in a future life). But is suffering always a means of 
spiritual or moral improvement? In such cases such as that of Dean Swift, 
it meant disintegration of the mind and soul along with the body; and if 
suffering were always beneficial, one ought never to seek to alleviate it! 
Indeed, there was religious opposition to the relief of pain in childbirth 
and to the use of anesthetics in general, when they were first introduced, 
and the arguments bore a striking resemblance to those now advanced 
against euthanasia. If these arguments are sound, we ought to try to 
increase rather than to relieve pain. Asteticism in its manifold forms seems 
to spring from such reasoning. This, however, is hardly consistent with 
scientific thought. Psychologists classify the infliction of pain on oneself 
as masochism and the infliction of it upon others or the indifference to 
it in others as sadism. Neither masochism nor sadism are scientifically 
regarded as evidences of saintliness. They are mental aberrations which, if 
sufficiently pronounced, can lead only to the mental hospital—not Heaven. 

There are signs, however, of some elasticity in the apparent rigidity of 
the Roman Catholic position. It would almost seem as if it is the term 
“euthanasia, rather than the practice itself, which is objected to, at least 
in the utterances of His Holiness the late Pope Pius XII, who said (and we 
quote his words as translated and published by Catholic authorities) 

‘,.. in principle there is nothing to oppose the use of remedies meant to soothe 
of suppress the pain, but . . . to renounce their use might be and frequently is a 
sign of Christian heroism.’ 

That is on the general question of the use of anesthetics, which was at 
one time frowned upon by Catholic writers. His Holiness continues : 

“As regards the suppression of consciousness . . . when no religious or moral 
obligation is opposed to it, and serious reasons recommend it, narcotics may be given 
even to dying persons if they consent to it.’ 

And again: 


‘This Christian intention can be strengthened in many patients and become more 
active if their sufferings are eased; for these sufferings aggravate the state of weakness 
and physical exhaustion, check the ardour of the soul and sap the moral powers, 
while the suppression of pain removes physical and mental tension, makes prayer 
easier and facilitates a more generous offering of self. Hence, if the patient accepts 
his suffering as a means of expiation and a source of merit in order to progress in 
love of God and in abandonment to His will, do not force anaesthesia on him. But 
where suffering is not so accepted, it would be inadvisable to suggest to dying 
persons the ascetical considerations set out above. It is to be remembered that instead 
of assisting toward expiation, suffering can also furnish occasion tor new faults... .’ 
“It is clear,’ he continues, ‘that the dying person must first fulfil his duties, such as 
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as “settling important business, making his will, or going to confession.” Even 
after that it would be “a regrettable practice” to deprive the patient of consciousness 
without a proportionately grave reason.’ ‘Since our Lord has willed to suffer death 
in full consciousness, the Christian wishes to imitate Him in that also.’ ‘ But if the 
dying person has fulfilled all his duties and has received the last sacraments, if 
medical reasons clearly suggest the use of anaesthesia, if in determining the dese the 
permitted amount is not exceeded, if the intensity and duration of this treatment is 
carefully calculated, and, finally, if the patient consents to it, then there is no objection; 
the use of anaesthesia is morally permissible.’ 

Euthanasia is condemned, but it would seem the most essential contention 
of the euthanasists is conceded. 

‘Euthanasia, that is the will to provoke death, is of course condemned by the 
moral law. But if the patient consents, it is permissible to make a moderate use of 
narcotics which will lessen his sufferings, but also cause a speedier death. In this 
case death is not willed directly, but it is inevitable and proportionate reasons 
authorize measures which will hasten its approach.’ 

This is justified as an application of the principle of double effect.” 

The euthanasia movement has recently received an important ally. The 
American Humanist Association, at its 16th Annual Conference in New 
York, February 1959, passed the following far-reaching resolution: 

‘The Right to Personality: Men and women today are living longer than formerly, 
but this does not mean, necessarily, less suffering at the end of life, when deterioration 
is often prolonged, to the point that personality is lost in senility and incurable 
suffering. 

‘Therefore, be is resolved that the American Humanist Association endorses 
legalized euthanasia in principle and urges that individual Humanists support laws 
which assure that: 

1. Any person beset by incurable suffering may legally petition for release; 

2. All proper and possible safeguards against misuse of the law be provided and 
that doctors involved shall be free from public condemnation; 

3. Any human being should be protected in his free choice to die before senility 
sets in; 

4. Medieval inherited laws now widely prevalent which make suicide a crime 
should be rescinded.’ 


It is argued by anti-euthanasists that when an unfortunate victim is on 


his death-bed suffering the most intense agony, he is scarcely likely to be 


able to come to a rational conclusion as to so momentous a matter. They 
claim that their purpose is to protect the sufferer not only against the 
euthanasists, but against himself. But what must be emphasized is that 
the purpose of euthanasia is to protect a patient from intense and degrading 
suffering, such as that of the unfortunate Dean Swift, or of those examples 
so vividly described by Dr. Rynearson, instances of which medical advance- 
ment has increased many fold and for which it is responsible. 

Paragraphs 3 and 4 of this resolution go considerably further than any 
other statement I have found in the literature of euthanasia excepting, of 
course, the German statement to which reference is made above, in justify- 
ing the fears expressed by the opponents of euthanasia that, once the 
principle is accepted, it will be the entering wedge for further applications. 
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It must be pointed out, however, that there is not the slightest tendency 
to advocate the extermination of the unfit, the ‘useless eaters, or of anyone 
else merely because they are a burden to society, or to their relatives. It 
is solely the interest of the patient with which this article is concerned. 


As to the ‘wedge’ argument itself, it could obviously be used against 
any new proposal. All ideas can be pushed too far. Patriotism can give 
rise to imperialism; the advocacy of peace may be an excuse for cowardice 
and even treason in war time; religious asceticism may be pushed to 
suicide; tHe proper correction of the disobedience of children may go so 
far as to necessitate legal intervention to prevent cruelty; just as parental 
love may lead to harmful indulgence and eventually to juvenile delinquency. 
The line must always be drawn somewhere. The key question is, where 
shall it be drawn? 

Giving fullest weight to all of the arguments against euthanasia one see; 
that in the main they relate to religion. As no one proposes to submit 
anyone to euthanasia, or to have it performed by anyone whose religious 
convictions are against it, that would seem to be the most conclusive argu- 
ment against the anti-euthanasists. 

There is one possible solution to this phase of the problem which has 
not yet been proposed in any of the bills which have been promoted to 
legalize euthanasia. Instead of the victim having to wait until he is in 
extremis, let it be enacted that any believer in the principle of euthanasia 
should be permitted to make his decision known while he is in the best 
of health and strength. He should be permitted to make a declaration, 
in a prescribed legal form, that in case he should ever be in such a con- 
dition that his physician consider him a fit subject for euthanasia, it should 
be administered without legal penalties attaching to anyone. It could be 
required that the physician’s opinion be supported by that of at least two 
other physicians, and any other reasonable requirements might be added, 
but there should not be too much red tape, nor should too much time be 
consumed. 

We commend this suggestion to the thoughtful consideration of 
euthanasists and also of their opponents. It would seem to be an appro- 
priate answer for those who believe in the principle and it would not 
expose the unbelievers to any danger of being subjected to it themselves. 
It can only meet with opposition from persons who wish to force their 
views on those who differ with them. Such an attitude approaches rather 
closely to religious persecution, and surely religious intolerance, both of 
which are contrary to our democratic principle. 

In conclusion, it must be admitted that the case for euthanasia has not 
been proved by pointing up the inconsistencies in the arguments of those 
opposed to it. What has been shown is rather that the anti-euthanasists 
have not arrived at their conclusions by rational means. Their objecions 
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appear to be religious in origin. They are venerated as wisdom of the 
past and are not subjected to re-evaluation. 

But what does the public at large think of it? My research has led me 
to no published expression of the public mind with regard to it. In order 
to determine the attitude of some of our more intelligent and better 
educated members of society, religious and otherwise, I devised another 
questionaire and sent it to 250 active members of large civic organizations 
in Chicago. Although this by no means represents a cross-section of our 
adult population, since the persons polled had both above-average educa- 
tions and incomes, the results were significant and worthy of mention at 
this time and of further investigation on a large scale. 

Of 146 replies to the questionaire, 116 persons (80%) answered ‘ yes 
to question #7—' Would you welcome euthanasia if you were incurably 
ill and were suffering unendurable pain?’ Only 14 persons said ‘ no,’ 
whereas the remaining 16 did not reply to it. Those agreeing with #7 
include 74% of the Protestants, 79% of the Jews, 100% of those with no 
religion, and 25% of the Catholics. 

In answer to question #8— Would you favor legalizing euthanasia for 
incurable adult sufferers at their own request?’ of 134 replies, 102 persons 
(76%) answered in the affirmative. This group included 74% of the 
Protestants, 70% of the Jews, 100% of those who said they had no religion, 
and 20% of the Catholics or 1 person out of the 5 Catholics who replied. 
Of all those who replied, 75% had at least a Bachelor degree, 23% had 
only a High School education or no more than two years of College; and 
34% had at least a Master's degree or other graduate degrees; 3% were 
Catholic, 45% were Protestant, 33% Jewish, and 18% had no religion. 

Although this poll surveys the opinions of too small a population to be 
statistically significant and too selected a group to represent a true cross- 
section of our population, it does reveal certain important facts. The large 
majority of persons polled who had higher education were in favor of 
legalizing euthanasia; those with more strict religious views were least in 
favor of it; whereas 100% of those persons with no religious affiliations 
were in accord with it. 

It is my opinion that, if it be valid that the basic objections to the 
practice of voluntary euthanasia relate to religious ideology, then the 
punishment for its practice does not belong in the realm of criminal law, 
where it now is. Religious tenets are not intended to be applied to those 
whose beliefs are otherwise and where they are not essential to the welfare 
of all of society. 

I hope I am not misunderstood. I do not intend, by seeking a purely 
rationalistic basis for new legislation in this instance, to threaten the idea 
of God as a valuable religious concept. It has obviously proved, since the 
early days of civilized man, to be the most acceptable means of meeting 
our spiritual needs, or of ‘harmonizing the life of the group with the 
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condition of mankind,’ rather than some form of nature worship or the 
myriads of superstitions which once were used for that purpose, and which 
science undermined and rendered inadequate. 

But we cannot allow religious bias to hinder the course of progress. Just 
as science banishes the mysterious from reality, so we must make ,a con- 
scious effort to re-evaluate our traditional attitudes in the light of new 
conditions and alter them as necessary, in keeping with the changing aspects 
of a scientific world. We must permit proper legislation to remedy the 
evils which advanced medical knowledge has inadvertently created, and in 
doing so accept the Machiavellian principle of the ‘end justifies the means.’ 
Only by the application of sanctions or laws to the use of the instruments 
of science can we realize our goal ‘the improvement of the conditions of 
life,’ as science impinges upon the authority of God. 
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The Affiliation Proceedings (Blood Tests) Bill (H.L.) 


Alan Grant, M.D., M.R.C.P.* 
Department of Forensic Medicine. Guy’s Hospital, London, S.E.\ 


In England a woman who seeks a court order for support of her illegitimate 
child must satisfy the court by her demeanour and produce some corrobora- 
tion of her statement that the man she has named had intercourse with her 
at the material time. She must repel any suggestion that she consorted with 
others. Allowance has to be made for the fact that corroboration of a so 
essentially private relationship may be difficult for her to produce. Much 
depends for both sides upon whether the application is successful and 
magistrates are well aware that perjury on one or both sides is the rule 
rather than the exception. Despite the difficulties maintenance orders are 
not granted indiscriminately. In 1959 there were 4,996 applications and 
the number of orders made was 4,160; but many applications are defended 
only on the question of ability to pay. 

Magistrates would welcome a source of independent evidence that would 
assist in the solution of even a proportion of cases and there is much interest 
in the Affiliation Proceedings (Blood Tests) Bill (H.L.) introduced by Lord 
Amulree on 28th February, 1961. The Bill gives magistrates’ courts power 
to order blood tests and requires that tests be ordered on the request ot 
the mother or the alleged father. 

It is accepted that blood grouping tests would prove non-paternity in 
a proportion of cases and it is believed by most that with adequate machinery 
to ensure correct identification of persons and samples, the chance of error 
is too small to constitute a bar to their employment. 

There have been objections to the introduction of compulsory blood 
testing on other grounds. It has been argued that to make it mandatory 
on the court to order a blood test would be an ‘interference with the liberty 
of the subject’ and that a mother might well shrink from even so simple 
a proceeding and that she would have some justification for objection to 
the taking of blood either from herself or from her child.' It has also been 
argued that scientific evidence is unnecessary and that intercourse at the 
material time should render a man liable to pay for maintenance of the 
child, whether he is in fact the father or not. In this view the bastardy law 
of England is, speaking generally, unjust and weighted against the woman 
and should be amended to bring it into line with the systems in force in 
certain continental countries.” It is the Scandinavian countries that are 
looked to as a model and although such considerations are outside the 


* Research Fellow in the Department of Forensic Medicine, Guy's Hospital, London. 
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scope of the present Bill it is worth looking at this alternative legal approach. 
The law of Denmark may serve as an example. The concept on which the 
Danish law is based is not that the mother should be compensated for the 
expense of bringing up the child but that the child’s interests must be 
safeguarded. It is true that men who have had intercourse at the material 
time must pay but only after compulsory blood tests on the mother, her 
child and each of the possible fathers have first been performed to deter- 
mine whether any can be excluded from responsibility. Nor would it seem 
exact to say that those not excluded must pay pro rata. Each is required to pay 
a standard sum; the mother gets one such contribution and if there be more 
than one, the surplus goes for the support of those illegitimate children for 
whom no father can be found. Thus, the objective, that the child shall be 
ensured maintenance, is achieved. But the mother must play her part; she 
may be sent to prison for several months if she refuses blood tests.’ An effect 
of the divergence of approach in Denmark and in England is that in the 
former country the woman is encouraged to name more than one man if 
there be such possibility. In England she must go for one; if she admits 
to another possibility her case will fail. Thus, the English law may en- 
courage perjury. 

The Affiliation Proceedings (Blood Tests) Bill, if passed into law, would 
not radically alter this position, but truth would be encouraged. Knowing 
that blood tests were likely to be ordered, a woman might hesitate to allege 
paternity by a man she knew was not the father or where there was nu 
certainty in her mind. It is likely that some additional cases would be 
defended, for at present some fail to contest allegations of paternity though 
doubtful of their truth. They may be advised that they have no chance of 
success and desire to avoid publicity. 

The Affiliation Proceedings (Blood Tests) Bill (H.L.) is not a new mea- 
sure. A closely similar Bill introduced by Lord Merthyr in 1938 was given 
an unopposed Second Reading and referred to a Select Committee which 
made some minor amendments and recommended that the Bill be passed 
into law. At that stage the war commenced and the Bill lapsed. In 1957 
Lord Merthyr considered re-introducing the Bill and invited several leading 
serologists, geneticists, experts in forensic medicine and lawyers to meet 
as an informal committee to advise whether the Bill should be re-introduced 
and what modifications were necessary to bring it up to date; in fact little 
change was found necessary. In 1958 Lord Merthyr was elected Deputy 
Speaker and Chairman of Committees of the House of Lords and was 
unable to proceed with his intention to re-introduce the Bill. Later Lord 
Amulree decided to sponsor the measure. 


In 1939 the National Council for the Unmarried Mother and Her Child 
opposed the Bill. This highly responsible and much respected body stated 
in evidence to the Select Committee that it had no desire to oppose the 
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general principles of the use of blood tests but maintained that science was 
not yet sufficiently advanced to justify their use in the courts of this country 
immediately. In 1954 the National Council decided to give warm support 
in principle to the Bill, believing that the Bill would assist, the administra- 
tion of justice. 

Subsequent to the publication of the Bill, the National Council for the 
Unmarried Mother and Her Child has intimated its intention to support 
the Bill subject to amendment of the provisions in two respects. The 
National Council suggests that Clause 4 of the Bill should be amended to 
state that the certificate of the results of blood tests should be admissible 
in evidence in every case; it should also be clearly laid down in the Rules 
that where the test has proved inconclusive no inference whatsoever should 
be drawn by the court from the certificate. The main object of the amend- 
ment would be to ensure that courts: which have to try affiliation cases 
should be clearly informed that a certificate of the result of a blood test 
is only of evidential value where it is negative; where it is inconclusive—as 
it would be in at least half if not two thirds of cases in the present state 
of medical knowledge—no inference of any kind as to paternity can validly 
be drawn. With this in mind, the National Council considers it safer to 
admit all certificates in evidence and to allow comment on them, rather 
than to create an air of mystery about an inconclusive certificate. 


The National Council is also of the opinion that some provision should 
be made to protect the persons who refuse to allow blood to be taken from 
themselves or from the child on religious or other grounds, provided that 
he or she could satisfy the court that the objection was a reasonable one. 


It can be said that this suggested amendment conforms with the English 
tradition of allowing for genuine conscientious objection, but, as magistrates 
would react variously to refusals, it would lead to some lack of uniformity 
in the administration of the Act. The number of genuine objections would 
be unlikely to be large. Blood testing of expectant mothers to guard against 
anaemia, rhesus incompatibility and syphilis is now almost routine. Blood 
testing of babies for syphilis before placing for adoption, for which a much 
larger sample is required than for grouping, is routine. The modern baby’s 
course of inoculations is extensive. Shrinking from the needle is less likely 
in the present-day mother than was suggested to the Select Committee in 
1939. As most doctors know from experience, shrinking from the needle 
is more common in the male. 

As indicated above, the Danish law does not look with favour on refusal 
of blood tests, but some American legislation does make provision for 
objection. For instance, the Wisconsin Statute states: 

“Whenever the court orders such blood tests to be taken and one of the parties 


shall refuse to submit to such a test, the fact shall be disclosed upon the trial unless 
good cause is shown to the contrary.’ 
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There seems to be general agreement that little would be achieved by 
requiring the serologist to attend court and give evidence of his findings 
in every case where exclusion of paternity was found. In practice it is 
only possible to examine the serologist as to his integrity and reliability 
and these are matters on which the Blood Tests Board would have to con- 
vince itself and the Lord Chancellor before the serologist was employed to 
make the tests. It is to be noted that the Bill does not bind the court to 
act in accordance with the blood test certificate. Further tests may be 
ordered or the blood group evidence be rejected (subject to appeal) if the 
other evidence be considered more compelling. 

It is accepted that with blood grouping tests, as with all other scientific 
tests, the chance of error can never be eliminated completely. The possi- 
bility of error from mutation is minute, but it is recognized that some of 
the rare variants and sub-groups that have been discovered and can now 
be guarded against by control tests could have been the cause of errors in 
the past and that there are likely to be variants as yet undiscovered. But 
when all is said and done, the risk of mistake from human errors such as 
wrong identification of samples or undetected deterioration of blood samples, 
constitute a greater risk, albeit small. Dr. K. Henningsen of Copenhagen, 
whose experience in this field is immense, has recommended that a second 
set of samples should be examined as a routine before a certificate of 
exclusion of paternity is granted.* 

Some anxiety was expressed in the Debate on the Second Reading con- 
cerning the possibility of impersonation. This seemed to be based on 
assumption that the Rules would permit a man to attend a doctor separately, 
as would be convenient if he were not resident in the court area. The Joint 
Committee of the British Medical Association and the Magistrates’ Asso- 
ciation have pinpointed two recommendations both relevant to such con- 
siderations. 

It is recommended that the doctor who collects the samples should attend 
court and identify the samples and the persons from whom he collected 
them. Since the alleged father would attend court at the time the tests 
were Ordered it should not be impracticable to have samples collected from 
the three parties while all were in the court area. The doctor would only 
be required to give evidence when exclusion of paternity had been shown 
and as his practice would be near the court, attendance would be neither 
time-consuming nor expensive. A disadvantage might be that it would be 
necessary to arrange for collection of samples at short notice when the 
alleged father lived far from the court area. However, the suggestion fits 
well with the second recommendation, with which all blood group serolo- 
gists would agree, that the samples from all three parties should be tested 
by the same serologist, with the same reagents and .at the same time. 

The Affiliation Proceedings (Blood Tests) Bill (H.L.) was given a Second 
Reading on 21st March, 1961 and accordingly committed to a Committee of 
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the Whole House. There is no prospect of the Bill becoming law in the 

present Parliamentary Session but it is expected to receive suitable amend- 

ment and to be re-introduced for consideration in the following Session. P 
Earl Bathurst, Joint Under Secretary of State for the Home Office, has indi- 

cated that Her Majesty's Government will wish to give careful consideration 

to the provisions of the Bill and consult persons and bodies interested. | 
Clearly, the Government will wish to be convinced that a reliable machinery 

could be established and that its cost would not be disproportionate to the 

social bene‘ts achieved. 
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Possible Application of Plant Lectins to Genotype 
Determination* 


Charles I. Leister, Jr., B.Sc. 
Frederic R. Sylvia, B.Sc. 
and 


Paul L. Kirk, Ph.D. 
School of Criminology, University of California, Berkeley, California, U.S.A. 


Recent discoveries of the agglutinating properties of certain plant extracts 
(lectins) for red bleod cells'* have opened up possibilities not previously 
suspected in conventional serological grouping of blood. These have been 
further enhanced by the present commercial availability of anti-H, anti-O, 
anti-A; and anti-A, lectins, as well as lectins for the M and N factors of 


blood. 


The difficulties encountered in determination of putative paternity when 
only the phenotypes of the individuals concerned can be determined are 
well known. In criminalistic investigation, it would also be highly desirable 
if genotypes could be determined with dry blood stains, rather than limiting 
the grouping to phenotypes which have very limited exclusion value. It is 
evident that in the single instance of AB blood it is possible directly to 
determine the genotype of the donor, A,B or A,B. With the availability of 
anti-O factor, as well as anti-A, and anti-A,, there is no apparent reason 
why the corresponding determination might not be made directly for A,A., 
A,O, and A;O individuals and the negative determination for A,A, and 
A,A,. The availability of reasonably specific lectins for the A, and A, factors 
also simplifies the distinction between bloods characterized by these factors, 
a problem that has been difficult, at times, especially with dry blood. In 
addition, although M and N factors are determinable in fresh blood, tending 
to determine genotypes, detection of N in dry blood is difficult, and of S 
impossible, at present. 


With a view to exploring the possibility of direct determination of blood 


genotypes, specific plant lectins were employed to study the blood groups 
of 200 persons. The results of this study are reported in this contribution. 


*This investigation was supported in part by research grants from the National 
Institutes of Health, Public Health Service (RG-4848) and from the Research Com- 
mittee of the University of California. 

We are indebted to Mrs. Martha Michelbacher, State of California Department of 
Public Health, and to Mrs. Elma May, Cowell Memorial Hospital, University of 
California, for their co-operation in supplying blood samples. 
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Experimental 


Commercial samples of anti-Ai, anti-Az: and anti-H lectins were used, along with 
anti-Az and anti-O lectins prepared by fractionation of Ulex Europaeus extracts as 
described in the preceding paper. Blood groups were also determined as controls 
with commercial anti-A and anti-B sera. 

Blood Samples. Two approaches are possible for obtaining information relative to 
genotypes of blood donors: 

1. Family studies through 3 or more generations can be made which will indicate, 
in most instances, the probable genotype of offspring in the later generation. 

2. A statistical analysis may be made of relatively large numbers of donors, to 
validate the data as being statistically compatible with known incidence of the various 
factors. 

In this study, the second method was employed because of the unavailability of 
sufficient family groups for study. Fingertip blood samples were obtained from 
student class groups and from institution laboratories. From one of the latter 
exclusively A group bloods were obtained, the other sources providing blood samples 
of unknown groups. 

Procedure. The procedures for both direct and indirect groupings were those 
described in the preceding publication.* All original blood samples were grouped 
by the direct method. Some of the samples were then dried on glass plates. More 
than 50 of the dry samples were grouped by the indirect method with respect to 
H, A, B, Ai, Az and O. Numerous of these bloods were grouped by more than one 
laboratory worker in order to check the reliability of the method in different hands. 
It will be noted that there was a degree of internal checking available, particularly 
through the use of the anti-H lectin which carries both O and Az specificity. 


Results 


The results of grouping 200 persons directly are shown in Table 1. In each 
instance, the + signs denote agglutination which, with direct grouping, 
would imply the presence of the factor. The statistical breakdown of these 
results is shown in Table 2. It will be noted immediately that there is no 
distinction by any procedure of direct grouping between A,A, and A,O. 
Apparently the O factor is not detectable with the available lectins when in 
combination with A,. It is detected when in combination with A, or with B. 

With this single exception, the incidence of the various genotypes is 
reasonably close to what is expected from previous statistical summaries.‘ 
Some deviation from general average is to be expected with the limited 
number of individuals tested. 

It was of interest, likewise, to ascertain whether dry blood, as well as 
fresh blood, could be grouped with respect to the genotypes. While the 
latter might be of great value in cases of putative paternity, the former 
would be equally valuable in connecting shed blood with the donor in 
criminal cases. To determine the applicability to such problems of the 
indirect grouping of blood stains as described in the previous paper, a 
total of over 50 individuals’ bloods in the dry state was run by the indirect 


*This journal pp. 42-46. 
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method described. The results of these determinations are shown in Table 
3. It should be noted that in the case of indirect grouping, + signs referring 
to agglutination indicate the absence of the original factor, and thus the 
data are interpreted in the reverse manner from that of direct grouping. 
Since they were all from persons previously grouped directly, it was neces- 
sary that indirect grouping should give the same results as that found by 
direct grouping. This was so in all instances. As with the direct grouping, 


Table: 2 Direct Blood Grouping of 200 Samples 


Found % Group %, Total 
A,O 0 0 0 
Ay 
A,A, 67 100 33-4 
A,O 6 0-40 3-1 
A, 
A,A, 2 1-0 
BO 13 59 6°5 
% B 
BB 9 41 4-5 
A,B 8 57 4-0 
A,B 6 43 3-0 
OO 80 40-0 
Total 200 ‘Total 100-0%, 


the A,A; was not distinguishable from A,O. No statistical summary is 
necessary for those persons grouped indirectly, inasmuch as they were all 
included in the data of Table 2. 

It is apparent from the results that at least partial success has been 
obtained in determining genotypes directly, both on fresh blood and on 
dry blood stains. Some further work has been done in the effort to dis- 
tinguish between A,A, and A,O bloods, but so far without success. 


Summary 


Direct determination of genotype blood groups, by means of plant lectins, 
in combination with antisera for control, was performed with partial success. 

A, and A, factors in combination were distinguishable, as were A, in 
combination with O substance. It was not found possible to distinguish 
from A,O genotypes. 
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The procedure was found to be equally useful for fresh blood and for 
dry stains, the indirect (or adsorption) technique being used for the latter. 
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SIR ROGER CASEMENT 


Trial of Sir Roger Casement. Ed. 
b 


y H. Montgomery Hyde, M.A., 
D.Litt. (1960. Pp. 323. With 
Illustrations. R 1.80). 


Edinburgh: William Hodge and 
Company Limited. 


The merit in this new version of the 
trial of Sir Roger Casement lies in the 
very great amount of additional material 
which the Editor, Mr. H. Montgomery 
Hyde, has been able to consult in  pre- 
paring the very full Imtroduction of over 
150 pages. 

Great interest naturally centres on the 
notorious diaries and, although Mr. 
Montgomery Hyde comes down in favour 
of their authenticity, he very fairly places 
on record (p. clviii) that Dr. Herbert 
O. Mackey and other Irish admirers ot 
Casement still adhere to the theory that 
the diaries were forged. The Editor 
adopts a similar judicial propriety about 
Casement’s alleged homosexualism. Sr 
Roger Casement’s meetings with a Dr. 
Dickey are particularly interesting as 
Dr. Dickey was a physician with some 
30 years’ experience, in the course ot 
which time he had encountered many 
homosexuals. ‘ But,’ he wrote, ‘ if Case- 
ment was one of those unfortunates, | 
am a rotten diagnostician . . . and I 
shouldn't be.’ 

Dr. Dickey also records an occasion 
when he was on board a river steamer 
with Casement at Manaos, ‘when Case- 
ment received a letter which he said 
was from Sir Arthur Conan Doyle. 
According to Dickey, Casement asked 
him for information about sexual per- 
versions among the natives of the 
Amazon, which he said he required for 
Doyle. For half an hour or so, Case- 
ment is said to have taken copious notes 
in a notebook “bound in black with 
yellowish pages,” which he fetched from 
his stateroom for the purpose. This, in 
Dr. Dickey’s view, might easily at a 
later date have been misrepresented as 
part of a vicious diary. As we have 
seen, the theory was advanced by Mr. 
Alfred Noyes.’ 

The verbatim record of the trial has 
lost none of its excitement or interest 
with the passage of the years. It is with 
almost prophetic insight that Sir Roger 
Casement wrote from Pentonville Prison 
on 28 July 1916 (in a letter now pub- 
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lished substantially in its entirety for the 
first time): 

“Certainly Man is inferior to the 
Angels . . . Oh! so long, long ago 
(February-March 1887 it was) and Africa 
since then has been “opened up” (as 
if it were an oyster) and the Civilizers 
are now busy developing it with blood 
and slaying each other, and burning with 
hatred against me because I think their 
work is organized murder, far worse than 
anything the savages did before them. 

Hatred and Falsehood rule men’s 
minds, and it may be the Compassionate 
Man of the years to come may be the 
Heathen Chinese or the Negro of Central 
Africa.’ 


CLINICAL TOXICOLOGY 


Clinical Toxicology. C. J. Polson, 
(Birm., F.R.C.P., M.R.C.S.) 
and R. N. Tattersall, O.B.E., M.D. 
(Lond.), F.R.C.P. (1959. Pp. 582 
+ Index. R 4.20 net). 
London: The English Universi- 
ties Press Ltd. 


This latest contribution from the Leeds 
School of Forensic Medicine is charac- 
terized by the same high standards which 
have been typical of Professor Polson’s 
earlier contributions in this field. 

The first part of the volume deals with 
general clinical problems, a special chap- 
ter wisely being devoted to Accidental 
Potsoning in Childhood. 

Medical practitioners are constantly in 
great difficulty when they suspect that 
one of their patients is the victim of 
homicidal poisoning. The authors dis- 
cuss the practitioner's predicament very 
clearly in Chapter VI, which should 
prove an admirable guide to the steps 
which a doctor should take when faced 
with this problem. 

The larger section of the volume 
(Part Two, pp. 49-582) is devoted to 
Poisons Individually Considered. \n each 
case the description includes clinical 
manifestations and the principles of 
treatment, as well as an account of the 
post-mortem appearances. There is also 
valuable information about incidence. 
The account of each poison is followed 
by a very comprehensive list of refer- 
ences to primary sources and the illus- 
trative cases which document many of 
the sections are particularly valuable to 
the forensic practitioner. 
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The clinical picture of poisoning is 
seldom pathognomonic. This accounts 
for the ease with which the average 
practitioner is misled into diagnosing a 
natural disease process when confronted 
with what may be homicidal poisoning. 
The only remedy lies in the maintenance 
of a high index of suspicion. In this a 
clinical practitioner will be very sub- 
stantially assisted by reference to Polson 
and Tattersall’s monograph which (by 
virtue of its comprehensive treatment of 
the subject) is an absolute necessity for 
all medico-legal practitioners. 


MODERN TOXICOLOGY 


Toxicology: Mechanisms and Ana- 
lytical Methods. Ed. by 


Stewart and A. Stolman. (1960. 
Pp. 730 + Index. With Illustra- 
tions. $22.00). 

New York and London: Acade- 
mic Press. 


This first volume is a timely contri- 
bution, in view of the increasing hazards 
to the many who are exposed to poisons 
in industry, in agriculture and even 
domestically. 

Advances have been rapid, with the 
result that important toxicological con- 
tributions have been widely distributed 
throughout many scientific journals and 
monographs. The decision of the authors 
to prepare a minor encyclopaedia of 
toxicology with particular reference to 
the great number of newly developed 
methods for the recognition and mea- 
surement of drugs, often by techniques 
which are themselves radical and new, 
should make this volume a sine qua non 
for every toxicologist. 

Although the emphasis in this work 
is on analytical methods, the more gene- 
ral forensic practitioner will find it an 
adequate, useful and valuable reference 
source. Each chapter is followed by an 
extremely comprehensive list of refer- 
ences, which provide ample assistance tc 
the investigator who wishes to pursue 
a particular point. 

In dealing with arsenic Stolman and 
Stewart state (p. 204): 

‘Arsenic cannot be found in the hairs 
of persons who have died 6-8 hours 


after ingestion of a large dose of 
arsenic.’ 
This statement needs _ clarification. 


Arsenic is found in very large quantities 
in the roots of hairs of persons who 
have succumbed following recent inges- 
tion of a large dose of arsenic. The 
statement is only true of the arsenical 
condition of the hair distal to its root. 
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This chapter also contains valuable 
information about the growth of hair in 
different parts of the body and how this 
growth rate is affected by sex and age. 

The different rates of growth of the 
finger and the toe nails are also items 
of considerable medico-legal importance, 
and which are conveniently and appro- 
priately dealt with in this chapter. 

The authors are to be congratulated 
on a truly magnificent achievement. 

The second volume will deal with the 
following topics: 

The Mode of Action of Poisons. 

Gases, Vapors, Mists, and Dusts. 

Identification and Estimation of Vola- 
tile Poisons. 

Ethyl Alcohol. 

Barbiturates. 

Acidic and Neutral 
than Barbiturates). 

Alkaloids and Related Bases. 

Acids and Alkalies. 

Chemical Tests for Metallic Poisons. 

Analysis of Residual Pesticides in Food. 

Poisonous Plants. 

Radioactive Isotopes and Compounds. 

The Treatment of Acute Poisoning. 

Hemoglobin Derivatives, Halides, 
Glucuronic Acids and Porphyrins. 


Poisons (Other 


PIONEERS IN CRIMINOLOGY 


Pioneers in Criminology. Ed. by 
Hermann Mannheim. (1960. Pp. 
394 + Index. R 4.50). 

London: Stevens & Sons Limited. 


This is the first volume in a Library of 
Criminology, published under the aus- 
pices of The Institute for the Study and 
Treatment of Delinquency. Dr. Hermann 
Mannheim, one ci! the Editors of the 
series, contributes a lengthy and erudite 
Introduction in which he surveys the 
scope of the volume and evaluates the 
role of each pioneer who blazed a 
criminological trail, often in an unsym- 
pathetic, if not a hostile environment. 
A gallery of distinguished authors has 
assumed responsibility for the individual 
studies of such well-known exponents as, 
inter alia, Beccaria, Jeremy Bentham, 
Maudsley, Lombroso, Durkheim, etc. 
This volume represents an essay in one 
of the newest and youngest members of 
the social sciences. In the form of a 
biographical survey, the history of the 
subject is covered from about the mid- 
18th century (Beccaria’s essay on Penal 
Reform) to Bonger (the Dutch crimino- 
logist who died in 1940 and was well 
known for his book Race and Crime, 
in which he explained the greater inci- 
dence of crime amongst Negroes as due 
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to environmental influences without any 
need to ‘ascribe their criminality to any 
other influence ’). 

There is obviously much room_ tor 
hilosophical speculation in essays of this 
ind. They provide, nevertheless, a fund 

of well-documented information which 
is not only inherently interesting but 
should also be an extremely useful source 
of material for teachers and lecturers. 


TOXIC FLUORINE COMPOUNDS 


Toxic Aliphatic Fluorine  Com- 
pounds. By F. L. M. Pattison, M.A., 


Ph.D., F.R.LC., F.C.LC. (1959. Pp. 
212 + Index. With 6 Figs. 
R 1.80). 
London: Elsevier Publishing 
Company. 
Prof. F. L. M. Pattison is the author 


of this monograph which forms part of 
a series of Monographs dealing 
with Industrial Toxic Agents, under the 
general editorship of Dr. Ethel Brown- 
ing. 

The present volume provides a succinct 
account of the chemistry, biochemistry, 
toxicology and pharmacology sources of 
these fluorine compounds, with particular 
reference to their effects on man. Readers 
of this Journal will find valuable the 
emphasis on the criminological and 
forensic aspects of the subject. 

The Medical Aspects of the fluoro- 
acetates occupies pp. 47-59. It includes 
not only case histories of fatal and non- 
fatal cases, but also sets out very clearly 
the steps in first aid and 
treatment. The problems of detecting the 
poison in the cadaver are also discussed 
very fully. 

This monograph is a valuable contri- 
bution to the literature of toxicology and 
will provide an invaluable source book 
tor forensic practitioners. 


FORENSIC PHARMACY 


Aids to Forensic Pharmacy. By H. 
W. Fowler, B.Pharm., F.P.S. (1960. 
Pp. 288 + Index. R 1.25 + Post- 
age 10 ¢). 

London: Bailliére, Tindall and 
Cox Limited. 


This is virtually a new version of the 
first edition which appeared in 1936. It 
is intended to cover the requirements of 
students of Forensic Pharmacy sitting for 
the qualifying examination of the Phar- 
maceutical Society and the degree of 
pharmacy in the University of London. 

In the nature of things this Aid must 


Reviews of Books 


be heavily weighted with factual infor- 
mation and the student’s burden has to 
some extent been lightened by a transfer 
of the emphasis from the Acts and Regu- 
lations to the effects of the gnactments. 
The author sets out his object very 
clearly in the Preface (p. vi): 

‘The book has been divided into two 
parts: Part I deals with the law and its 
immediate effects, with explanations 
where possible, on the principle that the 
requirements are more readily under- 
stood and remembered if the reasons are 
known; Part II is an innovation, and 
comprises summarized statements of the 
procedures to be adopted in various cir- 
cumstances, with specimens of the appro- 
priate documents, records, labels, etc., 
to aid those without practical pharma- 
ceutical experience and for reference 
when the procedures are first encoun- 
tered in practice.’ 

A useful Index and a comprehensive 
alphabetical Classification of Poisons 
concludes a practical and utilitarian con- 
tribution. 


THE TRIAL OF JESSIE M’LACHLAN 


Heaven Knows Who: The Trial of 


Jessie M’Lachlan. By C. Brand. 
(1960. Pp. 275 + Index. With 7 
Illustrations. R 2.10 net). 

London : Michael Joseph 
Limited. 


Jessie M’Lachlan was charged with the 
murder of her dearest friend a century 
ago. The identity of the murderer 
remains a mystery to this day. The cir- 
cumstances of this fascinating case are 
handled very deftly by the author. 

Great interest and controversy was en- 
gendered at the time. No less an autho- 
rity than Lord Lister (then Professor 
Lister) held a strong view about the 
innocence of the accused and wrote to 
this effect to the contemporary Herald. 

Remarkable forensic feats were per- 
formed by some of the medical experts. 
Although a very formidable list of 40 
serious wounds was described (p. 68), the 
police medical officers concluded that 
“the comparatively slight degree of 
strength shown in the blows would point 
to a female or a weak man as having 
inflicted them’ (p. 73). 

Dr. Watson, another medical expert, 
was able to divine that ‘if a blow had 
caused the bruise, it must have been a 
violent blow, and forcibly given.’ He 
also expressed the view that it must 
have been given by a person with great 
force, whereupon the presiding judge 
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interrupted with: ‘If it was given by a 
person at all?’ 

Dr. Fleming, the police surgeon, in- 
corporated in his report: 

“The body of Jess M’Pherson . . . had 
been found under circumstances of great 
suspicion.’ 

At this point the presiding judge 
interjected that it was proper to point 
out to Dr. Fleming that he had _intro- 
duced matter not suitable for inclusion 
in a medical report. Lord Deas (the 
presiding judge) also intervened in a 
subsequent exchange by observing that 
Dr. Fleming’s view about ‘evidence of 
a severe conflict’ confirmed what he had 
already said about the introduction of 
matter not proper to a medical report. 

Medical practitioners who carry out 
medico-legal autopsies would do well to 
study this record of the trial very care- 
fully to clarify in their own minds the 
boundaries which they must not exceed 
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when recording facts and drawing infer- 
ences. 

Another point of forensic interest is 
the dispute about the bruise on the 
deceased’s back which was seen by Dr. 
Watson and not observed at all by Dr. 
Fleming. Unfortunately, no note was 
made about the distribution of post- 
mortem lividity although rigor mortis 
was noted (p. 67). Lividity may have 
provided the solution to the problem. 

It is also interesting to note that even 
100 years ago the experts were reluctant 
to identify blood stains as human, not 
going beyond a diagnosis that it was 
mammalian. This commendable caution 
is an example which could well be fol- 
lowed with profit by many a modern 
medico-legal serologist. 

The author has presented the material 
very attractively and with sophistication. 
The result is a distinguished contribution 
to the literature of notable British trials. 
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Abstracts 


Extradural Haematoma 


Medial displacement of the middle meningeal artery, when observed during 
angiography of the external carotid artery, may be regarded as a pathogno- 
monic sign of an extradural haematoma. 


{Solem, G. H. (1959): Tskr. Norske Laegeforg., 79, 333}. 


The Physiology of the First Breath 


Once the head has emerged in the act of birth, it takes on the average 30 
seconds—at the most, 90—for a lively infant with no respiratory abnormality 
to start breathing spontaneously and rhythmically. The oxygen tension in 
the umbilical venous blood falls during this time by 11.5 mm. Hg, while 
the carbon dioxide pressure rises by 1.4 mm. Hg and the pH is reduced by 
0.012. Such changes are sufficient to provoke an appreciable increase in 
the respiratory movements; this is also the case during intra-uterine life, 
as well as in adults. It may therefore be assumed that the impulses that 
pass through the chemoreceptors play a decisive role in inducing the first 
post-natal breath. 

Measurements on dyspnoeic newborn have shown that there is a clear-cut 
correlation between the level of the gas tensions 1n the cord blood, the time 
that breathing begins, and the duration of the various forms of respiration 
(gulping, gasping, and rhythmic breathing). From the moment pulmonary 
respiration begins to the collapse of the cord vessels the blood in the 
umbilical vein becomes increasingly poorer in oxygen, richer in CO., and 
more acidotic. In the umbilical artery, on the other hand, the O; pressure 
may rise slightly if the non-persistent foetal blood vessels are already 
occluded at an early stage. The rise in O, pressure in the umbilical arteries 
probably constitutes an adequate stimulus for the active constriction of 
these vessels. 


{Wulf, H. (1959): Zschr. Exper. Med., 132, 136}. 


Adrenal Function and Altitude 


In people subjected to the effect of a sudden and major change in geographic 
position as the result of an airplane trip from East to West or West to East, 
adrenocortical function takes about 9 days to become adapted to the new 
time schedule. 


[{Flink, E. G. and R. P. Doe (1959): Proc. Soc. Exper. Biol. Med., 100, 498}. 
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